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Abstract
Objective: Rural residency rotations have played a significant role in encouraging surgical residents to
pursue a career in a rural community. This study reviews the resident caseload of an otolaryngology
residency rural rotation in comparison with a traditional primary university-based urban location.
Methods: The Accreditation Council for Graduate Medical Education (ACGME) case log system was used
to review cases logged by residents during their rural rotations from July 2017 to December 2018. Case
log data were compared with a matched resident of similar training experience on the university service
during the same time period.
Results: Rural residents reported more cases than their urban-based counterparts (1143 vs 690 cases).
Junior residents had over double the number of cases in rural practice (400) compared to junior residents
on the university service (168). The university service was much stronger on H&N Neck (54 vs. 28 cases),
Larynx (39 vs 8) and Endoscopy (92 vs 42). In contrast, the rural rotation provided substantially more
Endocrine cases (103 vs 47) and comparable Salivary cases (23 vs 21) compared to the university
service.
Discussion: This study defines a surgically robust rotation in rural medicine and highlights the possibility
of obtaining exposure to a surgical practice unique to a rural setting. By participating in high volume
surgical rural residency rotations, trainees may better understand the otolaryngologic needs of a rural
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Abstract
Introduction: Rural residency rotations
KDYHSOD\HGDVLJQL¿FDQWUROHLQHQFRXUDJLQJ
surgical residents to pursue a career in a rural
community. This study reviews the resident
caseload of an otolaryngology residency
rural rotation in comparison with a traditional
primary university-based urban location.
Methods: The Accreditation Council for
Graduate Medical Education (ACGME) case
log system was used to review cases logged
by residents during their rural rotations from
July 2017 to December 2018. Case log data
were compared with a matched resident of
similar training experience on the university
service during the same time period.
Results: Rural residents reported more cases
than their urban-based counterparts (1143 vs
690 cases). Junior residents had over double
the number of cases in rural practice (400)
compared to junior residents on the university
service (168). The university service was
much stronger on head and neck (54 vs. 28
cases), larynx (39 vs 8), and endoscopy (92
YV ,QFRQWUDVWWKHUXUDOURWDWLRQSURYLGHG
substantially more endocrine cases (103 vs
47) and comparable salivary cases (23 vs 21)
compared to the university service.
Conclusion:7KLVVWXG\GH¿QHVDVXUJLFDOO\
robust rotation in rural medicine and
highlights the possibility of obtaining
exposure to a surgical practice unique to a
rural setting. By participating in high volume
surgical rural residency rotations, trainees
may better understand the otolaryngologic
needs of a rural community.

Introduction
Despite a growing need for rural providers,
2WRODU\QJRORJ\±+HDGDQG1HFN6XUJHU\
(OHNS) surgeon coverage is trending toward
urban consolidation.1 Challenges to rural
surgery include professional isolation, lack of
call coverage, and physician reimbursement.2
The decision to pursue a rural practice is
multifactorial. While growing up in a rural
environment may be the strongest predictor of
practice in a rural setting, other factors exist.2
Exposure to rural curriculum in medical
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school increases the likelihood of choosing an
internship in a rural hospital.3
Rural residency rotations have been cited
DVDVLJQL¿FDQWIDFWRULQUHWHQWLRQRIIDPLO\
practitioners and surgical residents alike.2 A
recent study reviewed all accredited general
surgery programs and showed that only 27
out of 268 surgical residency programs had
provided the opportunity for rural rotations.4
Among general surgery residents exposed
to rural rotations, residents who completed
rural rotations were more likely to enter a
general surgery practice in a location with a
population less than 50,000.5
Unfortunately, similar data are not available
IRU2+16WUDLQLQJSURJUDPVDQGWKHEHQH¿WV
of a rural residency rotation in our specialty
KDYHQRWEHHQZHOOGHVFULEHG,Q
the University of Nebraska Department of
2WRODU\QJRORJ\±+HDGDQG1HFN6XUJHU\
established a rural residency rotation with one
of its former residents working in rural private
practice. Each resident spends two months on
the rural residency service as a junior resident
(year two or three), and two months as a
VHQLRUUHVLGHQW \HDUIRXURU¿YH 
The rural rotation occurs in a private practice
with two full-time operating attending
physicians; one of whom is a graduate of
University of Nebraska Medical Center
(UNMC) Department of Otolaryngology
residency program. The practice resides in a
town of approximately 34,000 people with
WZRKRVSLWDOV2SHUDWLRQVRFFXUDWD/HYHO,,
trauma center with >200 beds and at a private
ambulatory care center. The two physicians
take full facial trauma call at the trauma
center, and no oral surgery or plastic surgery
attendings share call in the area.
,QFRPSDULVRQWKHSULPDU\PHGLFDOFHQWHU
rotation is an academic practice with nine
faculty, including sub-specialist representation
in rhinology, facial plastic surgery, head
and neck surgery, laryngology, pediatric
otolaryngology, neurotology, and general
otolaryngology. The academic service shares
trauma call with Oromaxillofacial Surgery
(OMFS) and Plastic Surgery.
,QRUGHUWRHQVXUHWKDWWKHUXUDOUHVLGHQF\
experience aligns with department and

residency program objectives, this study
reviews the resident caseload of the rural
rotation and compares it with a traditional
urban-based rotation at the primary university
medical center. We hypothesize that the rural
residency rotation provides a comparable
surgical caseload volume while providing
a unique blend of surgical experiences that
differentiates it as a valuable part of the
OHNS residency curriculum.

Methods
The Accreditation Council for Graduate
Medical Education (ACGME) case log
system is utilized by all OHNS residency
programs to monitor and track resident cases.
We extracted and reviewed all cases from
residents participating in the rural resident
rotation from July 2017 to December 2018.
Case log data were also extracted and
reviewed for a matched resident of similar
training experience at the university-based
general ENT service during the same time
period. The general ENT service covers all
of the subspecialty services of the OHNS
Department.
For example, when a post-graduate year 5
(PGY-5) resident was on the rural rotation,
the caseload of the PGY-5 resident on the
university service at the same time was
reviewed. Where years of training did not
match perfectly, junior residents (PGY2 &
3) were compared with junior residents, and
senior residents (PGY4 & 5) with senior
residents (Table 1).
Data were reviewed in aggregate as well as
categorically as organized by the ACGME
case log system. The Residency Review
Committee for OHNS designates minimal
standards for graduation, including minimum
numbers of “key indicator” cases. These key
indicator cases were also reviewed apart from
the aggregate data. This study was deemed
,5%H[HPSWDQGWKH$&*0(DSSURYHGXVDJH
of these data.

Results
From July 2017 to December 2018, nine
residents at UNMC rotated on the rural
rotation and reported their surgical cases
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Table 1.
Pairing of residents by PGY year and location distributed by month from 2017-2018.
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in the ACGME case log system. Residents
were matched with another resident on
the university service who was a similar
experience level based on post-graduate year
(PGY); junior residents (PGY2 & 3) with
junior residents, senior (PGY4 & 5) with
senior residents (Table 1).
Over the 18 months that data were collected,
the residents reported a total of 1833 cases
at the combined rotation locations. The rural
service accounted for 62% of these cases or
1143 cases in total. The university service
accounted for 38% of the total cases or 690
cases in total.
When analyzing the breakdown of the total
cases by surgery case type, trends appeared
that differentiated the two services. The rural
service was particularly strong in nose/sinus
cases (306), plastics/trauma cases (272),
otology/audiology cases (141), and head and
neck endocrine cases (103). The university
service had the largest caseload in nose/sinus
cases (287), gen/peds endoscopy procedures
 DQGKHDGDQGQHFN±QHFNGLVVHFWLRQ
cases (54) (Fig. 1).
When looking at total head and neck cases
VSHFL¿FDOO\WKHWZRVHUYLFHVVKRZHG
differences in the neck dissections (54 vs. 28)
and laryngeal cases (39 vs 8) compared to
the rural service. The rural service was much
stronger with endocrine cases (103 vs 47)
compared to the university service (Fig. 1).
The resident logged key indicator cases
display similar trends in comparison to the
total logged cases. The rural service had a
large number of cases in plastics/trauma (133),
gen/peds nose/sinus cases (87), and head and
neck endocrine cases (100). However, the
total common otology/audiology cases in rural
practice did not contribute substantially to the
resident logged key indicator cases. (27) The
university service had the largest number of
cases in gen/peds nose/sinus (72), gen/peds
HQGRVFRS\  DQGKHDGDQGQHFN±QHFN
dissection (44) which mirrors the total number
of cases (Fig. 2).
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Total Academic Service Cases
Total Rural Service Cases

Figure 1. Difference in resident-logged total surgical case volume by location: In total volume of cases,
the rural practice had the largest caseload in Gen/Peds Nose/Sinus (306), Plastics/Trauma (272),
Otology/Audiology (141), and Head and Neck Endocrine (103). The university service had the largest
caseload in Gen/Peds Nose/Sinus (287), Gen/Peds Endoscopy (92), and Head and Neck – Neck
Dissection (54).

The total resident-logged case volume was
separated by PGY level (junior vs senior)
and by location (rural service vs university
service). Senior PGYs on the rural service had
more cases (743) overall compared to Junior
PGYs (400). Senior PGYs had more cases on
the rural practice (743) than at the university
practice (522). Junior PGYs were able to
double the total number of cases during
their rural service (400) compared to their
university service (168) (Fig. 3).

'LVFXVVLRQ
The urbanization of medicine presents
challenges to rural health care, and efforts are
being made both in primary care and surgery
residencies to address the growing disparities.
Providing surgical trainees with exposure to
rural medicine through rural rotations may be
one way to engage young physicians to pursue
careers in rural areas.2 This approach has been
well described in other surgical specialties but
KDVQRWEHHQSUHYLRXVO\GHVFULEHGLQWKH¿HOG
RI2WRODU\QJRORJ\±+HDGDQG1HFN6XUJHU\
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This study describes the experience of a rural
residency rotation at one academic institution.
,QRUGHUWRGHPRQVWUDWHIHDVLELOLW\DQGYDOXH
of the rural rotation, this study reviews and
describes the case volumes of rural residents
in comparison with a matched resident on a
university-based general ENT service.

72

General/Peds - Nose/Sinus

87

General/Peds - Endoscopy

Rural resident case volumes exceeded the
university resident case volumes when
reviewed in aggregate. Key indicator case
volumes of rural residents also exceeded the
university resident case volumes, although
these numbers were more similar.
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Figure 2. Difference in resident logged key indicator cases by location (2017-2019): The rural service
had the largest caseload in Plastics/Trauma (133), Gen/Peds Nose/Sinus (87), and Head and Neck
Endocrine (100). The university service had the largest caseload in Gen/Peds Nose/Sinus (72), Gen/
Peds Endoscopy (65), and Head and Neck – Neck Dissection (44).
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One of the key limitations of this study
is the variability in reporting practices by
individual residents. While some residents
may report all cases, including non-tracked
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Caseloads also appeared to differ by type
of surgery. The rural rotation provided
VLJQL¿FDQWO\PRUHH[SRVXUHWRSODVWLFVWUDXPD
RWRORJ\JHQHUDOSHGV±RURSKDU\Q[DQGKHDG
DQGQHFN±HQGRFULQHFDVHV,QFRQWUDVWWKH
university rotation provided more exposure to
JHQHUDOSHGV±HQGRVFRS\DQGKHDGDQGQHFN
±QHFNFDVHV

65

Types of Cases

Figure 3. Total resident-logged surgical case volume distribution by location and PGY year (2017-2019): Senior PGYs on the rural service had more cases
(743) compared to Junior PGYs (200). Both Senior and Junior PGYs had more cases on the rural practice (743 & 400) than at the university practice (522
&168). Junior PGYs were able to double the total number of cases during their service.
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codes and common procedures such as
codes for tonsillectomy and adenoidectomy,
other residents may stop recording common
procedures, or may record cases selectively.
We expected this variability in reporting and
anticipated that all residents would more
carefully record key indicator cases, which
have minimal requirements for graduation.
While comparison of key indicator cases
still demonstrates a robust rural surgical
experience, it is possible that selective
reporting may add bias to the data. The
complexity of the cases available on each
rotation is not reported in this study.
The data presented also represent only a brief
window of time for this residency program.
The addition and subtraction of faculty in
an academic institution is common, as is the
restructuring of different residency rotations.
As such, the amount of exposure to certain
surgical procedures may not be easily
UHSOLFDWHGJLYHQWKHVHÀXFWXDWLRQV
The complexity of surgical cases at a
university service may account for some of the
relative decrease in volume when compared
to the rural rotation. The larger proportion of
neck dissections and laryngology procedures
in the academic rotation do show a higher
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level of complexity and specialization in that
rotation. Unfortunately, this is not clearly
measurable with the current study design.
Early surgical exposure to rural practices
may provide insights and change attitudes
regarding rural practices.5 Future studies
are needed to better understand the impact
of the rural rotation on trainee attitudes and
subsequent career decisions.

Implications for Practice
This study describes a surgically robust and
unique rural rotation in an2WRODU\QJRORJ\±
Head and Neck Surgery residency program.
By participating in rural residency rotations,
trainees may better understand the nature of
rural practice and be more apt to pursue a
career in a rural community.
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